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OMB No.: 0938-

State/Territory: TENNESSEE 


AMOUNT, DURATION, AND SCOPE OF MEDICAL 
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY 

24. Any other medical care and any other type of remedial care recognized

under State law, specified by the Secretary. 

a. Transportation. 

-

// Provided: /T No limitations /X/With limitations* 

L/ Not provided. ' 

b. Services of Christian Science nurses. 

-
L/ Provided: /7 No limitations //With limitations* 

/x7 Not provided. 

C. Care and services provided iFChristian Science sanitoria. 
-u/Provided: /T No limitations&TWith limitations* 
-
L/ Not provided. 

d. Nursing facility services for patients under 21 years of age. 


/ x /  Provided: /r No limitations&TWith limitations* 
-

// Not provided. 

e. Emergency hospital services. 
-
/X/ Provided: /T Nolimitations D/With limitations* 
-

// Not provided. 

f .  	Personal care services in recipient's home, prescribed in accordance 
awith a plan of treatment and provided by qualified person under 


supervision of a registered nurse. 

-
L/ Provided: /7 No limitations /TWith limitations* 
-

/W Not provided. 

*Description provided on attachment. 
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State: TENNESSEE 

AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIALCARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


3. 

25. 	 Home and Community Care for Functionally Disabled Elderly Individuals, 


as defined, described and limited in Supplement
2 to Attachment 3.1-A,

and AppendicesA-G to Supplement 2 to Attachment 3.1-A. 


not
provided X provided 


TN No. -
ApprovalSupersedes Date 4/20/93 Effective Date 1/ I  /93

TNNo. NEW 




A t  attachment 7.i .A. 1 

STATE PLAN UNDER TITLE X I X  OF THE SOCIALSECURITY ACT 

STATETENNESSEE 

LIMITATION ON AMOUNT, DURATION AND SCOPE OF MEDICAL 
CARE AND SERVICES PROVIDED 

1. 	 I n p a t i e n th o s p i t a ls e r v i c e so t h e rt h a nt h o s ep r o v i d e di na ni n s t i t u t i o n  
fo r  men ta l  d i seases .  

Except  the  t ransplan ts  be low,  hospi ta lfor  organ  l i s ted  inpa t ien t  days  
s h a l l  becovered as medical lynecessary.  The fo l lowingorgant r ansp lan t s  
a r e  l i m i t e d  t o  t h e  number o finpa t i en thosp i t a ldays  l i s t e d  below. 

'TransplantProcedure 

a. H e a r tt r a n s p l a n t s  
b .  t r a n s p l a n t sL i v e r  
c .  BoneMarrow t r a n s p l a n t s  

Total  Allowable Days 
Per  Transplan t  

4 3  days 
67  days 
40 days 

Except ionstotheabove  l i s t  o ft r ansp lan t s  may be made f o ro t h e r  non
t r a n s p l a n t s  medical lye x p e r i m e n t a l  i f  i t  i s  found t o  be necessary and 

c o s te f f e c t i v e  as determined by Medicaid.Theal lowableinpat ientdays 
w i l l  be theaveragelengthofs tayfortha tt ransplan t .  

Any hosp i t a ldayspa id  by in su ranceoro the rth i rdpa r tybene f i t s  w i l l  be 
cons ide redtobedayspa id  by theMedicaidprogram.FridayandSaturday 
admissions w i l l  be l imi t edtoemergenc ie so rsu rge rythe  same ornext  
day. 

Dl020009 

TN NO. 92-10 
Supersedes 

DateTN N O .  89-29 ApprovalDate 4-7-92 Effective 1-1-92 



..- ' .... state planunder TITLE XIX OF.THE SOCIAL SECURITY ACT-*.. 
i
i STATE TENNESSEE 
3 limitation ON AMOUNT, DURATION AND SCOPE OF MEDICAL 

CARE AND SERVICES PROVIDED . 

2. outpatient hospital services 
Limited TO 30 visits per fiscal year 

3. Other laboratory and x-ray services 
l imited to service provided M 30 occasions per fiscal year. An occasion is 
interpreted to  mean laboratory and/or X-ray services performed during a recipient
visit, e.g., to  a radiologist; or to procedures, e.g., laboratory tests performed for a 
recipient on a given day by an independent laboratory. 

/ 



Attachment 3.1.A.1 


STATE PIAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT 

STATE TENNESSEE 


LIMITATION ON AMOUNT, DURATION AND SCOPE OF 
MEDICAL CARE AND SERVICES PROVIDED 

4.a. 	 Nursing facility services (other than services in an institution for 

mental diseases for individuals21 years of age or older. 


Nursing facility services to include Level I and Level II (other than 

services in aninstitutionfor mental diseases will be covered. 

Medicaid will apply medical criteria for admission and continued stay 

at the level of care designated and approved by the Tennessee Medicaid 

program. 


The recipient on Level I Care must require on a daily basis,24 hours a 

day, licensed nursing services which as a practical matter can only be 

provided on an inpatient basis. 


The recipient on Level II Care must require on a daily basis, 24 hours 

a
day, skilled/complex nursing or skilled/complex rehabilitative 

services which as apractical matter can only be provided on an 

inpatient basis. 


TN No. 91-9 

Supersedes 4 / 4 / 9 1  

TN No. 87-28 Approval Date Effective Date 1/1/91 


D4051063 




0 through 2 your  3 

3 through 11 years 9 

12 through 20 years 9 




Attachment 3.1. A. 1 

STATE PLAN UNDER TITLE X I X  OF THE SOCIAL SECURITY ACT 
STATE TENNESSBE 

LIMITATION ON amount duration AND SCOPE OF IQLDICAL 
CARE AND SERVICSS PROVIDED 

4.b. continued 

(b) 	 Tho following vimion moroicom are covered for oligiblo Modicaid 
recipient.under 21 yearm of ago, and l imitat ion of those 
sorvicem includes: 

1. 	 on0 eye examination- and rofrrction p u  rocipiont, per 
fiscal year i o  covered Additional mcroening oxamination# 
are covered based on medical necommity. 

2. 	 oneparmanant pair of oyoglammem per rocipiont, por fiscal 
y o u  is covered 

3. 	 on. dispensing fee por rocfpiont, por f fiscal year is 
covered for Ophthalmologi8tmtoptaamttiatm and Opticians. 

4. 	 optical lab. can only bo reimburmod for tho lonmom and 
frames a dispensing fee is not allowed 

5 .  	 ono replacanont lenm and frames for oyogl8mmes i f  t he  
original pair are lomt, broken or damaged beyond repair, 
or are no longer umablo duo t o  a change in t he  recipient ' s  
vimion 00 t h 8 t  8 now promcription is required. 
roplacmnont6 .  	 on0 dispensing fee for Ophthalmologists, 

Optglp.tri8t. Md O p t i C i U l 8 .  

7. 	 diagnosis and treatnwnt of amblyopia is covered only for 
rocipionto 8 yearm of ago and undu. 

8.  	 orthoptic t ra ining,  oyo uorcimo is not covered by 
Medicaid. 

(c) 	Thomm vimion services requiring prior approval uo listed i n  
the  T e a n m m m ~EPSDT Viaion Xanual, moction 304. 

( 3 )  	 Speech and/or hearing service. are covered for eligible Medicaid 
recipientoonlythrough speech and hearing centers approved by t h e  
Tennemmeo Department of Health and environment 

(a )  	The followingis t h e  TenesscH Medicaid approved schedule for 
speech and/or hearing examinations 

AT 90-7 
Effective 4-1-90 



attachment 3.1.A.l 

LIMITATION ON amount DURATION AND scope O? medical 
CARE AND SERVICES provided 

4. b. continued 

0 through 2 yoarm 6 
3 through 11 years 18 
12 through 20 yearm 18 

speech and/orhearingexaminations are provided on tho basis of two 
examinations par reciepient p u  .tat. fiscal y o u ,  except for ages 0 
through 1 y o u  of age for which only hearing examinations are 
covered . 

( 4 )  Dental services 

( 8 )  	Tho following i m  tho  tennessee medicaid approved schedule for 
dental screening examinationsion. : 

number of V i s i t .  

0 through 2 you. 4 
3 through 11 years 18 
12 through 20 yearm 18 

Dentalscreeningexaminations are provided once ovary 6 months 
per recipients per stat. fiscal y e a r-

(b) 	requests for dental  services requiring prior approval shall 
inc lub .  8 complete plan of treatmoat including a l l  procedures 
to  bo performed regardless of whether a specified procedure 
requires prior approval,charting of a l l  precedures t o  be done, 
and full-month set of X-rays; however when an emergency 
s i t u a t i o n  e x i s t s  and t h o  recipient ham had f u l l  mouth X-rays or 
a panorexwithin t h e  previous them f i s c a l  yearm, bitewings and 
a periapical X-ray shall cons t i tu te  suf f ic ien t  X-ray.. 

AT 90-7 
E f f e c t i v e  4 - :-90 



attachment 3.1.A.1 

state PLAN UNDER TITIS XIX O? THE SOCIAL SECURITY ACT 
state TENNESSEE 

LIMITATION ON amount DURATION AND SCOPE 01 medical 
CARS AND services PROVIDED 

4.b. continued 

(c) 	Tho following list of s e r v i c e s  t o  tha extentthey are covered 
by Medicaid, shall require pr io r  approval from tho  mediaid 
medical director ,  or a designatedrepresentative in order fo r  
t ho  se rv ices  to  k reimbursed by medicaid 

1. 	 preventiveperiodonticsrout-periodontal s ca l ingroo t  
planing,subgingival curettage p r  quadrant 

2. apexificationapexification 

3. 	 Root canals shall bo limited t o  o m  por too th ,  por 
r e c i p i e n t  por lifetime. 

4. 	 Porcelain t o  mota1 crowns permanent anter ior  teeth only; 
when 8 toothcannot k res toredsa t i s fac tor i ly  wi th  a 
f i l l ingmator ia l ;  and,tho- must k evidence of tooth 
maturity. 

5 .  	 spacemaintainersapprovalfor which shall bm limited t o  
f fxd uni la te ra l  band typo, fixed l ingual  or  palatal arch 
band type (to k approved only when toothadjacent doem 
notrequire 8 s t a in l e s s  steel crown), and fixad band type 
wi th  crown included-

6 .  O r a l  surgery approvalfor which shall k limited t o  
routine extractions of permanent +oath requiring 
promthoticreplacementsurgical extractions of primary or 
permanent tee th  with complicating fac torst rea tment  of 
so f t  tissue impaction, partial impaction or complete bony 
impaction recovery of root), androot (ranovalremidual 
periodontalsurgery whore thoro a r m  re la ted medical 
f a c t o r s  

7. 	 Complete dentures and partial dentures wi th  acrylic bases, 
without clasps or with  wrought wire clamp. or with cast 
clamps andlingual or palatals t rengthening bar,and 
unilateral or one tooth p a r t i a l  p l a t e  wi th  cast clasps and 
an acrylic base. 

TN 
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Attachment 3.1.A.1 


STATE plan UNDER TITLE XIX OF the SOCIAL SECURITY ACT 
STATE TENNESSEE 

limitations ONAMOUNT, DURATION AND SCOPE oblative medical 
CARE AND SERVICES PROVIDED 

4.b. continued 


8. Non-conforming procedure8 or services 


9. 	 Orthodontics,priorapproval requests for which shall 

include in addition to tho requirements listed
above for 

all approval requests
prior diagnostic m o d e l  an 
emtimate of the total length of plannod treatment not to 
exceed 24 months for orthodontic treatment and a schedule 
for monthly adjustments 

10. hospitalizationfor dental services 


which
11. 	 Prosthetic appliances shall bo limited to 

reconstruction in conjunction with previously completed 

oblative surgery primarily dono in cases of cancer therapy 


conjoint at
and/or efforts maxillofacial surgical 

reconstruction Service. must be rondorod by a board 

certified prosthodontist 


12. 	 intravenoussedation fordental servicesgiven onan 

ambulatory basis for recipients with estenuating physical 

or mental health problems Approval will bo granted only 

when sedationis administered by a dentiat who ist 


a. Board
eligible or board certified in oral and 

maxillofacial surgery or 


b. 	 Authorized by the tennesseeBoard of dentistry to use 
general anesthesia or intravenous eodation pursuant 
to T.C.A. 63-5-108(d) et moq. of tho Board of 
Dentietry. 

(d) Routine services not requiring prior approvalare: 


1. 	 Routine examinations;bitewing x-rays, oral prophylaxis, 
and application of fluoride once every 8Fx months, per 
recipient; 

2. 	 Panographic or full-month x-ray. limited to one setper 
three (3) fiscal years, per recipient; 

AT 90-7 

Effective 4-1-90 



